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Medicare Crossovers

 Claims crossover automatic from COBC-GHlI

« What does crossover
— Institutional Claims
— Professional Claims

« What doesn’t crossover (exempt)
— Part C
— Hospice
— Non-assignhed Medicare claims
— Adjustments from Medicare
— NCPDP Claims
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Claims that do not crossover

* Options

— Bill electronically with appropriate Medicare
gualifiers and data included in transaction

— Bill electronically with PWK indicator and send
Medicare EOB as paperwork attachment

— Bill on Paper Forms
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Billing Medicare Electronically

« Medicare Paid Amount:

— Loop 2430 Segment SVD Data Element 02
(Line Level)

* Medicare Co-insurance.
— Loop 2430 Segment CAS Data Element 02 Reason= 2

* Medicare Deductible:
— Loop 2430 Segment CAS Data Element 02 Reason=1
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Medicare Secondary
Using WINASAP2003

 Indicate Medicaid as Secondary Iin patient file

 Enter Medicare information under other
subscribers information

 Indicate paperwork attachment if Medicare
denies

« Send Iin EOB and Reason & Remark Codes



IS WINASAP2003 - MONTANA DPHHS

File Reference Claims Tools ‘Window Help

E Patient List

Patient 1D #

| Patient Account Mo | Patient S5M | Fatient Mame

| Sex

| [ate of Bith | Patient Telephone # |

Medicare
Billed Electronically in WINASAP3002

m Patient Data

BE]X]

Insured’s Information

Patient Data  Insured's Data |

Patient 10 #: I

Patient Belationzhip I
to Insured:

Entity Type: I vi

[raanization Hame: I

Last Marne: I

First Fame: I
tiddle Mame.! I—
| ritial:
[ Stz I
Date of Birth: I @ Sex I 'l

[

|msured's SSM:

Inzured's Primany 0

|nsured's Group or Plan Mame:

Irzured's Group or, Policy

|nsured's Address:

|nzured's Address [con't]:

|mzured's Citw:

Imsured's State:

—

I vi Insured's Zip Code: I

~ Payer Information

Payer Name: [MONTANA DPHHS

Faper Address: I

Address [con't):

|
City: I
|

State:

Payer Primary |0

Payer Secondary (D

Paver Fesponsibility
Sequence Code:

|??039

ISecondary vl

Patient Data

S\
e |

| T



5 WINASAP2003 - MONTANA DPHHS

File Reference Tools  ‘Window  Help

ﬁ Professional Claim Data

Claim Datal Claim Codes  Claim |nfarmation I Claim Line Items

—Claim Intormation

—additional Claim Level Infarmation

Mizcelaneous Dates Supplemental Info

Cantract Infao Ambulance Tranzpart [nfa

Spinal Manipulation Info Wigioh Info

EFSDT Info Haome Health [nfo

Semice Facility Info Claim Make

Other Subscriber Info Related Cauzes Info

Mext Page Previous Page Save Cancel

m g; & (& b '-jT,Q | lg-l Inbo: - Mailboe: - I, " |~ Ci\Documents and Se... " |E| Medicare TPLmz.ppk [ - WINASAP
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ﬁ Professional Claim Data

]|

Claim Data | Claim Codes  Claim Information | Claim Lin tems

+Elaim |nformation

r—&dditional Claim Level Informatior

LI Entity Type: IPerson vI

[rganization Mame; I

Insured's Addres:

Last Mame: ID ata

Diate of Birth: IDSIDSJ'I 944 Sex

Mizcela ) - ) -
Other Subscriber Information E|
Can
Spinal Mall|  Other Subscriber Page 1 | Other Subscriber Page 2
EPS I'I—
Service Insured's Wame
Other 5 Patient Relationship
To Insured: ISEIf

Firgt Marne: ITest— st Name;"l

I mitial:

* Male " Female Unknnwn‘

Suiffi:

Address |1D'| b ain Drive

Address [con't): I

City: ISomewhere

Insured's |dentification

State: IMT LI Zip Code: |59999-UUUU Courtny IUnited States

Inzured

Insured's Primary 1D Type: IMembel Identification Mumber ;I

Secondany |dentification
's Primary 1D 1170011114

Delete | First | Previous |

Mext

Last

Qk. | LCancel |

=03




Clairn Data] Claim Codes  Claim Infarmatian | Claim Line |tems

Claim Infarmatior

Additional Claim Lewvel Informatior

Other Subscriber Information

LCon

SpinalMal | Other Subscriber Page 1 Other Subscriber Page 2

Mizcella

EPS

Service .
Insurance Information
Other 5

Group or Policy #: |

Group or Plan Name:|

Inzurance Type Code: |Medicare Part B
Release of - - : . . e - .
Infarmation Cade: |Appmpnate Relzaze of Information on File at Health Care Service Provider or at Utilization Beviess Drganlaﬂ

j Clairn Filing Indicator:| Medicare Part B j

Fatient Signature Source Code: |Signed zighature authonization form or formg for both HCFA-1500 Claim Form block 12 and block 13 are on j

Azzignment of Benefits Indicatar: [ Yes COB Amounts | Outpatient Adjudication Info |

Other Payer Infarmatior

Payer Narne:|Test Data

ibility Sequence Code: | Primary -

Primary 10: 1110011114,

|
| [

Payper Primary [D Type:| Payar dentification

|
| |
Claim Adjudication 0 ate:|08/08/2011 @

Fatient |nformation

Claim Ay
Service Facility 1D

Secondary ID Information |
Supervizging Provider |0 Purch Service Provider 1D

Adjustrient Tk Fendering Pravider D |

Referring Provider 1D

Priar &uthd Referral Murmber |

Delete | First |

(] ‘ Cancel

Previous st Last |




Claim [nfarmatior

Additional Claim Lewvel Informatior

Miscellar
Cant
Spinal Ma
EPS

Service

Other Su

Clairn Data] Claim Codes  Claim Infarmatian | Claim Line |tems

QOther Subscriber Page 1

Insurance Information

Other Subscriber Page 2

Group or Po

COB Information

’17

Ihzurance Type

Release of
Infarmnation

Fatient Signature Source
Aggignment of Benefits |

Other Payer Infarmatior

Paper Name:ﬁ

Payer Primary D Type:|_

1
i

Claim Adjudication Date:|—

Responsible Amou

Dizcount Amort; li
Per Day Linnit Araut: li
Patient Paid Amourt: Ii
Taw Amaont; li

Paid Amount; |0.00

Lpproved Amount;

Allowed Amount;

=l
Organiz: =
Jaeon w

Corvered Amount: Pre-T ax Claim T atal Amount: |

Cancel |

oK

. u

endering Provider 1D |

Fatient |nformation

Service Facliy 10 Secondary 0 Trkarmatian | Adustrent Tnka

Supervizing Provider 1D

Purch Service Pravider D | Prior Auth, Feferral Murmber | Fieferring Provider 1D

Delete | First | Previous

st Last |

(] ‘ Cancel |




% WINASAP2003 - MONTANA DPHHS

File Reference Tools  Window Help

E Professional Claim Data E]@

Claim Data] Claim Codes  Claim Infarmation ] Claim Line Items

Clain [nfarmatiorn

Additional Claim Level Information

Miscelaneous Dates | Supplemental [nfo |

.ﬂ.mbNansport Info |

Cantract Info

EFSDT Info

Service Facility Info

|
|
Spinal Manipulation [nfo |
|
|
|

Other Subscriber Infa Fielated

File Info

Mext Page Previous Page Save Cancel




B WINASAP2003 - MONTANA DPHHS - [

Flle FReference Claims Tools ‘Window Help

B professional Claim Data =&

Clairn Datal Claim Codes  Elaim Informatian | Claim Line Ikems

rClaim Informatior

Supplemental Information E
Additio
Report Code Tranzmiszion Code |dentification Code
1:| Explanation of Berefits x||ByFax | [111001111-1234567690-05042011

2 [ ] =l
3 [ ] ||
d =l =
111 8l [ ] =l
Tl [ || =l|
7 [ ] ||
8 =l =
) || =]
10 [ ] =]
DeleteDatal

Ll Cancel | ﬁl
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Paper Billing
e |nstitutional

— Use form locators 39-41 for co-insurance and/or
deductible

— Paid amount in form locator 54
* No EOB required for Paid Claims

— Denials must have Medicare EOB with reason and
remark codes description of reason and remark
codes attached
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Medicaid Only

M ed ICare Required Fields are Highlighted
ks ol G L T
Paid Amount | G

53 L3
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Medicare
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and
Deductible

Medicaid Only
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Paper Billing

 Bill on paper claim forms
— Professional

Do not enter Medicare information on 1500
— No Medicare paid amount in field 29

 Attach a copy of the Medicare EOB for all
paper claims submitted

— Include reason and remark code description for all
Medicare denials
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[ 1500 |
HEALTH INSURANCE CLAIM FORM

1 BY WATIONAL URIFCRAK CLAIM COf I TTEE 0818

Medicaid Only Coverage
Fill Colors:

[ Required Fields

3 Conditional Fields

[ Other

Border Colors

O Client Fields
3 Provider Fields
O Billing Fields

>

Flintstone, Fred T

» |« CARRIER

4. INSURED'S HAWiE me, Fired Hame, i idde Inhal

B PATIENT E35 Mo, Siras!
112 Rocky Rd.

T

Bedrock

2IFSADE TELEFHENE {irolude A Cods)
343211234 (406 ) 765-4321

3 THER INSURELTS H&AMWE {Laat Nama, First hame. Midd i In tisl

|: B IHER IS E L PO e O H EROUE R EER

b. OTHER IKSURED
MM CD

o[ o] o]

3 |..|:|_I i-....lm cinar| ]
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b ALTO ACCICENT

ml

& GTHER AD

T, IMSURED'S ADDRESE (M0, S1Reth

= INSUREDS DATE OF BIRTH
M1 Co Ty

| Ml

. EMPLOYEA'S HAME GH SUHOGL HAME

LRI A
That Insurance Company

L

123456789

415 THERE RNCTTHER HEAL TH BEME FIT- PLAN®

L

i yes, im0 s famp

PATIENT AND INSURED INFORMATION

£ EIGMING THIE FORM.

e Ihe-relaase of sy medical of of
aiter o myset ar ko e o

e o

E ERSCURSE
Great Gazoo MD I [k

9954321
| 130467500

2. OLTEIDE LARY

D-EE

21 DBGNDSE QR MATLRE O

780 .60

HESS OR INJIRY [Fislaks llems 1, 2

24E by Lna)

22 MERIOAID RE ! criminaL rer na

220 P AT AUTHORITATION SEEEER

E = 0. PROCEL
ALE (¥ |Expisa
SEROE] BRI FTHEECE

I el anegassanesa)
WIDEEF

Jd
FAEMDEAMG
RONIDER 10 %

o (o1 [l | o w3

Z| 36LPOD00DX
| 1213436780

PHYSICIAN OR SUPPLIER INFORMATION

|
5 FEDERAL TAX | DO HUMEER

26 PATIENTS A

BV 12345

SOOUNT

|
100 00 | + 100100

99-9999999

2 EERVIGE FACILTY

LOCATION MFORMATION

¥abba-Dabba Center B
2121 Granite Slab Dr.

1876343215

HUCC Instnuclion Manual available at waww ruce.ong

APFROVED OMB-Dg3
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Medicaid Only Coverage
Fill Colors:

[ 1300 | - Border Colors
| Required Fields 3 Client Fields

HEALTH INSURANCE CLAIM FORM B Coditional Fields P e s

APFROYED B NATIOMAL UNIFOR R CLAIM CORMITTEE 05 1 Other I Billing Fields

b Fiza [T
A BRI R HEMBEER AEo R ansiin ke 3
4. INLIRED'S HAME |Leal Heme, Firet Hame, Midde Inhal
T WSUR THD., SR

l 2 Rmk'. Rd

AT [&TATE | oI ZTAT

Bedrock BC
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T IS E L PG T I RO bR O & EMFLOYMENT? [Cumen or BE
[ [ O
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1O O .
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123456789 m AEC i yos, b

TATRFIeED FE

PATIENT AND INSURED INFORMATION

-

|- CARRIER

therelsase ol oy ey te
2 eriher 0 myzet ar i e
WTE SHSHEL A
15 IF PATIENT HAS HAD SAME OF SRdILSA ILLMNESE |18 DATES PATIENT LINABLE TO WORK IN II |I| G |H|'\'| L
3 sToate VM| OO i Tl v
FRCH

0954321
1324675908

B FoSPITALIEA
i

RELATE
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D-EE
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nlulolews | [ 1| !

Lo T &) N - S ¥ BN\ ]
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LICC Instrustion Manual available at waw, reee. org
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PHYSICIAN OR SUPPLIER INFORMATION
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* Currently processed as Medicare Part B
claims
« Copay amounts entered as deductible
« Coinsurance entered as coinsurance
* Deductible entered as deductible

e Deductible + Co-ins + Copay entered as
deductible

— Claims processing system cannot process
Medicare correctly without a Medicare paid
amount if a co-insurance Is present

* Medicare paid and deductible/co-insurance all
considered in pricing formula
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Common Issues Resulting in Denials

 Client has Medicare on file and no Medicare
Information Is present on claim

* Medicare denied service as not medically
necessary

« Medicare EOB and claim do not match
— Check

e Client, date of service, billed amount, and
procedure code

« Medicare denial reasons are not attached
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Common Issues Resulting in Denials

* Medicare denied as a duplicate
* Medicare denied for a billing error
* Medicare denied for timely filing

* Medicare denied for service not paid
separately

« Medicare denied because service paid by
another payer
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Third Party Liability
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TPL Responsibilities

Insurance

verification

Assist with problem claims

Retro Meo
Carrier BiIl

icare
Ing

Provider c

necks/refunds

Credit balance
Trauma investigations
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Services to you

« Pay and Chase

— 90 Day Rule- Providers can request that
Montana’'s Healthcare Programs process the claim
and subsequently bill the other payer.

— Specific circumstances result in automatic pay and
chase.

— Some prenatal and pediatric codes
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Billing TPL Electronically

 TPL Information
— Loop 2320 Segment SBR Data Element 09

« TPL Payment
— Loop 2320 Segment AMT Data Element 02
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Billing TPL in WINASAP2003

 Indicate Medicaid as Secondary Iin patient file
* Enter other subscriber information

« Submit by direct submission or uploading



IS WINASAP2003 - MONTANA DPHHS =

File Reference Claims Tools ‘Window Help

B Ppatient List =&
Fatient 10 # | Patient Account Mo | Patient S5M | Fatient Mame | Sex | [ate of Bith | Patient Telephone # |

TPL
Billed Electronically in WINASAP3002

m Patient Data ‘._”Q]ﬁ

Patient Data  Insured's Data |

Insured’s Information

Patient 10 #: I |msured's SSM: I s

Patient Relationzhip o _
to Insuied: I ;I Inzured's Primany 0 I
Entity Type: I vi |nsured's Group or Plan Mame: I
[raanization Hame: I Irzured's Group or, Policy I
Last Marne: I |nsured's Address: I
First M anme: I |nzured's Address [con't]: I

tiddle Mame.! o

' I?miti:I!“e I |meured's Citw: I

[ Stz I |zured's States I vi [risLred's Zip Eode:l -
[rate of Birth: I s @ Sew: I 'l

~ Payer Information

Payer Name: [MONTANA DPHHS

Payer Address: I Payer Primary 10 I??EGQ
(st (ferl) I Payer Secondary (D I
City: | Pages Responsibity [Gocongar, ]
State: I j Zinr I N Sequence Code:

Patient Data Save V

| T
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MEX!

File Reference Tools  ‘Window Help

E Professional Claim Data

BEX

Claim Data] Claim Codes  Claim Information | Claim Line Items

Clairn Infarmatior

Additional Claim Lewvel Informatior

Mizcellaneous Dates

Supplemental Info

Cantract Info

Ambulatnce Transpart [nfo

Spinal Manipulation [nfo | Vigion Info
EPSDT Info | Home Health Info
Service Facility Info | Claim Mote
fither Subscriber inio | Related Causes Info |

File: Info

Mest Page Previous Page

Save

LCancel




-
5
= X
Claim O ata ] Claim Codes  Claim Information | Claim Line ltems
Claim [nformatior

Additional Clain Lewvel [nformatior

L |
Mizcela
Other Subscriber Information
Conl |
Spinal Mafl|  Other Subsciber Page 1 | Qther Subscriber Page 2
EPS h_
SERIED Inzured's Mame
Other Patient Felationshi .
Ts :?12ure§:a 1ons II3|S|3If j Entity Type: | Perzon -
Last Mame: |Data First Marne: | Test Mldcl":itgi?me; Suifix:

Diate of Birth: |08/09/1344 @53#1 i+ Male " Female  Unknown

Insured's Address

Addiess: [100 Main Street

Address [con't): |

State: [MT »|  Zip Code: [59393-0000  Country: | United States

City: |Somewhere

Inzured's |dentification

Insured's Primary (D Tupe: |Member |dentification Mumber j

Insured's Prirary 10: |'|1'|DD11'I‘I

Secondary ldentification

Delete | Firgt |

Previous |

MHext | Last

] ‘ Cancel




Claim Data] Claim Codes  Claim Information | Claim Line [tems

Claim Informatior

Additional Claim Lewel Informatior

Mizcella

Canl

Spinal Ma

Other Subscriber Information

EPS

Service

Other 5

Other Subscriber Page 1 Other Subscriber Page 2

Insurance |nformatior

Group or Policy #: |BBB12345

Group or Plan Name:|That Insurance Co

Ihzurance Type Code: |Commercial

ﬂ Clairn Filirg Indicator:| Carmmercial Insurance Compary ﬂ
Release of

Information Code: |Appr0priate Release of Information on File at Health Care Service Provider or at Utilization B ewview Dlganizeﬂ

Fatient Signature Sournce Code: |Signed sighature authorization form or forme for both HCFA-1500 Claim Form block, 12 and block 13 are on ﬂ

Azzignment of Benefitz Indicatar, [ es COB Amounts | Outpatient Adiudication [nfo |

Other Payer Infarmation

Payer Name:|Test [ratd

ibility Sequence Code: | Primary -

e Primary 1D: [111001111

Payer Primary D T_I,Jpe:| Papor [dentification

| |
Claim Adjudication Date:| 0841642011 @

Patient Information |

| B
Clairm | Wes
| Secondary |0 Information |

Supervizsing Provider 1D | Furch Service Provider [D | Prior &uth/ Beferal Mumber |

Service Facility 1D

Rendering Provider [0 |
Refering Provider 1D |

Delete | First | Previous | Mext Last |

0K ‘ LCancel |




Claim Data] Claim Codes  Claim Infarmation | Claim Line Items

Claim [nformatior

Additional Claim Level Information

tizcellar

Cant

Spinal Ma Other Subscriber Page 1
EFS

Service .
Insurance Informatior

Other Subscriber Page 2

Other Su

Group ar Po

COB Information

’17

Insurance Type

Release of
Information

Fatient Signature Source
Asgsighment of Benefits |
Other Payer |nformatiors

Faper Name:ﬁ

Paper Frirmary [D T_l,Jpe:l—

1
1

Clairm Adjudication Dale:l_

Paid Arnout: l52007
Lpproved Amount; ,7
Allowed Amount: ’7
Responzible Amaunt: ,7

Digcount Amort: li
Fer Day Linnit Araurt: li
Fatient Paid Amount: Ii
Tax Amaount; li

y =l
Organiz: =
Jaeon

Caorvered Amount; Pre-T ax Claim Total Amount: |
Delete D ata

ok |

LCancel |

I |

Hendering Provider 1D |

Patient [nformation

IN
Service Facility TO Sec [CV Tnfarmakbion
I | U I

Adjustment Tnfo

Supervizing Provider 1D

| Purch Service Provider 1D | Pri | Murnber |

Fieferring Provider 1D

First
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Blanket denial

* Include documentation that the client’s other
Insurance never pays for a particular service.

 Requests are available on the web or from TPL.
Complete and return requests to TPL.

Fax to 406-442-0357.

 In return you will receive the blanket denial along with
a tracking reference number to be used for billing.



REQUEST FOR BLANKET DENIAL LETTER
ACS - State of Montana Medicaid

Effective Date Requested Provider / NP1 #

Client Name

Medicaid ID #

Name of Insurance Company on File:

Procedure Codes Requested:

2.

3.

5.

Requesting Agency

Fax Number

Contact Person

Contact Phone Number

Number of Pages That Follow Request

PLEASE FAX ALL REQUESTS TO (406) 442-0357.

Request must include an EOB stating the services are not covered.

Revised 5/12/09
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How to bill using a blanket denial

« ACS staff work TPL edits that post for which a
blanket denial has been created.

— Electronic claims: include pwk indicator and tracking
number.

— Paper Claims: send the claim and a copy of the blanket
denial

« Blanket denials are valid for two years from date on

the request. Renewals must be requested and are
not automatic.



B WINASAP2003 - MONTANA DPHHS

E Professional Claim Data

Clairm Datal Claim Codes  Claim Information | Claim Line ltems

r—Claim Infarmatior

Supplemental Information

r—Additio

Report Code Tranzmizzion Code |dentification Code
1: | Explanation of Benefits | feyFax x| [TRLITIOm 111024
2| =l =l
3 = -
d [ ] [~
5 =l [
6 = =
7 [ ] [ ]
&l ] ]
3] =l =l
e =l =
Delete Data |

u].4 | Cancel

LCancel |

Blanket Denial
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Common Problems

* No TPL amount on the claim

— If you have information TPL has termed please
call provider relations @ 1-800-624-3958

* Medicare information is putin as a TPL
amount

* No paperwork attachments



Phone Number
Read as TPL
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Medicaid Only Coverage

[ 1500 | Fill CI__f-‘_;NFi Border Colors G
| Required Fields O Client Fizlds T
HEALTH INSURANCE CLAIM FORM [ Conditional Fields I Provider Fields ]
D B NATEHAL UNIFCAI CLA CONMITTEE 02ns Eother O Billing Fields i
_ Fs [Ty
[F] BEH G = SR T e 1 A_

f MTE MA L -
Flintstone, Fred T
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M NTANA

Department of Public Health & Human Services

What should | send to TPL?

Problem TPL claims

* 90 day pay and chase claims
Verification requests from TPL
Blanket denials

Refund checks
— Note if it's for credit balance



M NTANA

Department of Public Health & Human Services

Contact Information

Danielle Brenimer — TPL supervisor
Phone 406-457-9530
Email: daniel.brenimer@acs-inc.com

Denise Juvik — PR Field Representative
Phone 406-457-9598
Email: denise.juvik@acs-inc.com







